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RÉSUMÉ

Le diagnostic de maladie maligne: parfois une ques-
tion de pur hasard

Introduction. Les carcinomes rénaux représentent 
3% des tumeurs malignes chez les adultes. La triade 
classique des tumeurs rénales est: hématurie macrosco-
pique, douleur de flanc et masse abdominale palpable.
Rapport de cas. Nous présentons le cas d’un homme 
de 59 ans qui a été admis à l’Hôpital Clinique d’Ur-
gence de Bucarest pour de la toux et des expectora-
tions mucopurulentes, dyspnée au repos et douleur 
dans la colonne lombaire. L’apparition des symptômes 
était progressive, quelques mois avant de consulter le 
médecin. Le diagnostic initial était: une insuffisance 
respiratoire hypoxique, une exacerbation aiguë de 
la bronchopneumopathie chronique obstructive, 
des séquelles pulmonaires posttuberculose, une 
hypertension pulmonaire, une hernie discale lombaire et 
une hypertension primaire. Malgré le traitement de ses 
maladies, son état s’aggravait et un nouveau diagnostic 
était recherché. En réévaluant son état et en utilisant des 
études d’imagerie, nous sommes parvenus au diagnostic 
correct et final qui pourrait complètement expliquer son 
tableau clinique: métastase osseuse d’un carcinome ré-
nal à côté d’une insuffisance respiratoire hypoxique cau-
sée par une maladie pulmonaire obstructive chronique 
et des séquelles pulmonaires posttuberculose.

ABSTRACT

Introduction. Renal carcinomas represent 3% of ma-
lignancies in adults. The classical triad of renal tumors 
is: macroscopic hematuria, flank pain and a palpable 
abdominal mass.
Case report. We present a case of a 59 year-old man 
who was admitted to the Clinical Emergency Hospital 
of Bucharest for cough and mucopurulent sputum, dys-
pnea at rest and pain in the lumbar spine. The onset of 
symptoms was gradual, a few months prior to seeking 
medical advice. The initial diagnosis was: hypoxic re-
spiratory failure, acute exacerbation of chronic obstruc-
tive pulmonary disease, pulmonary sequelae posttuber-
culosis, pulmonary hypertension, lumbar disk hernia 
and primary hypertension. Despite the treatment for 
his illnesses, his condition worsened and a new di-
agnosis was sought. By reassessing his condition and 
using imaging studies, we arrived to the correct and 
final diagnosis which could explain his whole clinical 
picture: bone metastasis from a renal cell carcinoma 
alongside hypoxic respiratory failure caused by chronic 
obstructive pulmonary disease and pulmonary sequel-
ae posttuberculosis.
Conclusion. In this case report we demonstrate that 
hypoxic respiratory failure and bone pain can lead to 
the incidental diagnosis of a renal cell carcinoma.
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INTRODUCTION

Renal carcinomas represent 3% of malignancies 
in adults. The classic triad of renal tumors is: macro-
scopic hematuria, flank pain and a palpable abdom-
inal mass. It is historically referred as an „internist 
tumour“ due to systemic manifestations and a wide 
range of paraneoplastic syndromes. It is the seventh 
most common cancer in men; its incidence has in-
creased over the years accounting for a considerable 
mortality and morbidity in different populations1,2,3.

CASE PRESENTATION

A 59-year-old-man from a rural area was ad mitted 
to the Clinical Emergency Hospital of Bucharest com-
plaining of dyspnea at rest, cough, mucopurulent spu-
tum and pain in the lumbar vertebrae. The patient 
had been in his usual state of health until 2 months 
prior to admission when his symptoms gradually de-
veloped.

His medical history was notable for pulmonary 
tuberculosis diagnosed and treated in 2003, chronic 
obstructive pulmonary disease, lumbar disk hernia 
and primary hypertension. He was a former smok-
er 15 pack-year, drank 1 or 2 beverages daily and 
used to work in a factory with exposure to industrial 
chemicals. His medications included a beta2 agonist 
(Salbutamol), 2 puffs as needed, a low dose of an an-
giotension receptor blocker, acetaminophen and var-
ious nonsteroidal antiinflammatory (NSAIDs) drugs 
for his back pain. He had no known allergies.

On clinical examination, the patient looked in 
visible distress, tachycardic, tachychipneic. There was 
dullness to percussion in the right hemithorax, rhon-
chi and wheezes at this level. We could elicit pain 
on percussion of his lumbar vertebrae and while per-
forming active and passive movements.

His oxygen saturation while breathing ambient 
air was 90% and 98% while receiving oxygen through 
a Venturi mask. The rest of his physical exam was 
normal. Laboratory tests revealed leukocytosis with 
neutrophilia, mild hyponatremia and an inflamma-
tory syndrome; a few erythrocytes appeared on the 
urinalysis. His arterial blood gases showed hypoxic 

respiratory failure. His electrocardiogram was unre-
markable, apart from sinus tachycardia.

In Figure 1 there is the patient’s chest X-ray on 
admission, which shows pleural thickening, multiple 
fibrocavernous lesions, blunting of both costophrenic 
angles, consolidation in both lung areas, deviation of 
the trachea.

Our initial diagnosis was: hypoxic respiratory 
failure, acute exacerbation of chronic obstructive pul-
monary disease, pulmonary sequelae posttuberculo-
sis, pulmonary hypertension, lumbar disk hernia and 
primary hypertension. After the initial diagnosis was 
established, decisions regarding management were 
made. He was started on empirical antibiotics (pend-
ing sputum Gram stain and cultures): Levofloxacin 
750 mg IV daily, oxygen therapy with an intensifica-
tion of bronchodilator therapy: salbutamol, tiotropi-
um, budesonide and formoterol. Parenteral NSAIDs 
for his lower back pain were also administered.

Conclusion. Dans ce cas, nous démontrons que l’in-
suffisance respiratoire hypoxique et la douleur osseuse 
peuvent conduire au diagnostic accidentel d’un carci-
nome rénal.

Mots-clés: carcinome rénal, métastases osseuses, in-
suffisance respiratoire.

Keywords: renal cell carcinoma, bone metastasis, re-
spiratory failure.

Figure 1. Chest X-ray on admission, which shows pleural 
thickening, multiple fibrocavernous lesions, blunting of 

both costophrenic angles, consolidation in both lung areas, 
deviation of the trachea to the right.
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After a few days, we reassessed our reasoning. 
The treatment helped alleviate his respiratory symp-
toms, but he still complained of back pain. Tramadol 
was added to his regimen. The lab values still showed 
an increased erythrocyte sedimentation rate. These 
are some of the instances when we should order imag-
ing tests for lower back pain: when there is a high risk 
for cancer (multiple risk factors or symptoms, remote 
history of cancer, strong clinical suspicion).

The first test to order is a plain film of the lum-
bar spine which in our case showed osteolytic lesions. 

Metastatic disease from breast, prostate, lung, thy-
roid, and kidney cancers account for 80% of skele-
tal metastases4. Approximately 60% of patients with 
multiple myeloma have skeletal lytic lesions present 
at diagnosis5.

After this, additional tests were ordered: CT 
of the chest, abdomen and pelvis and MRI of the 
lumbar spine (Figures 2 to 5) which showed: pleural 
thickening, pulmonary sequelae posttuberculosis, bi-
lateral bronchiectasis, emphysematous changes, a di-
lated pulmonary artery trunk and a left renal tumor 

Figure 2. Thoracic CT scan: pleural thickening, 
pulmonary sequelae posttuberculosis, 

bilateral bronchiectasis, emphysematous changes.

Figure 4. Abdominal CT scan: a left renal tumour 
with metastasis to the lumbar vertebral bodies 

and to the left iliac crest.

Figure 3. Thoracic CT scan: pleural thickening, 
a dilated pulmonary artery trunk.

Figure 5. MRI: left renal tumour with metastasis 
to the lumbar vertebral bodies and to the left iliac crest.
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with metastasis to the lumbar vertebral bodies and 
to the left iliac crest. The metastasis of the vertebral 
bodies were confirmed by the MRI.

By integrating the clinical data with the labora-
tory and imaging studies (CT, MRI and echocardi-
ography) we arrived to our final diagnosis: hypoxic 
respiratory failure due to an acute exacerbation of 
chronic obstructive pulmonary disease, severe pul-
monary hypertension, bronchiectasis, pulmonary 
sequelae posttuberculosis, primary arterial hyperten-
sion and a left renal tumour with bone metastasis. 
When he was no longer considered a medical emer-
gency, we referred the patient to an oncology hospital 
for follow up.

DISCUSSION

Renal cell carcinomas represent 80% of primary 
renal tumours1. The initial symptoms are varied and 
nonspecific ; their evolution can be asymptomatic for 
the most part, until the patients develop advanced 
disease6. Most are discovered incidentally due to the 
widespread use of ultrasound and CT scans.

The classic triad of these tumors (f lank pain, 
hematuria, and a palpable abdominal renal mass) 
occurs in less than 10 percent of patients7,8. Other 
signs and symptoms may include: macroscopic he-
maturia (with the invasion of the collecting system), 
scrotal varicoceles and inferior vena cava invasion 
presenting as edema and ascites9,10. In the latter stag-
es of the disease, the symptoms may be attributed to 
the metastatic tumors.

Most cases are diagnosed in internal medicine 
wards because of the variety of paraneoplastic syn-
dromes11,12,13: anemia, hepatic dysfunction, fever, hy-
percalcemia, cachexia, erythrocytosis, amyloidosis, 
thrombocytosis and polymyalgia rheumatica.

The diagnosis is established with the help of an 
abdominal computed tomography scan. The extent 
of the disease may necessitate further imaging stu-
dies: MRI and PET-CT scanning. Treatment includes: 
surgery for localized disease and anti-angiogenic and 
molecularly targeted therapy for advanced or meta-
static clear-cell renal cell carcinoma.

Several risk factors for developing renal cell car-
cinoma have been identified: smoking (both active 
and passive)14, a high body mass index and prima-
ry arterial hypertension15,16. Our patient had two of 
these risk factors. A high index of suspicion is war-
ranted in most cases, because the initial presentation 
can mimic various diseases. There is no consensus re-
garding a screening program for this kind of cancers. 
In this particular case we reassessed our diagnosis, 

knowing that in medicine we couldn’t apply the „one 
size fits all“ principle. His intractable bone pain need-
ed further workup. The first imaging studies (plain 
X-ray films) of the spine showed lytic lesions. In an 
overwhelming majority of cases these appear in the 
following illnesses4,5: breast, prostate, lung, thyroid, 
and kidney cancers. Although multiple myeloma can 
lead to lytic lesions, we ruled out this possibility be-
cause his other features were inconsistent with this 
diagnosis. We proceeded with the next imaging tests: 
a CT and an MRI which revealed the primary tumor 
and helped with the staging17. The particularity of the 
case is that the renal cell carcinoma wouldn’t have 
been discovered in the first place without the help of 
a multidisciplinary team and a certain degree of expe-
rience with these clinical scenarios. When his symp-
toms didn’t fit our first diagnosis, we built another 
list of differential diagnoses that could account for 
his bone pain, which led us to the correct conclusion. 
After the emergency had passed, he was discharged 
from our clinic and referred to an oncology hospital 
for further treatment.

CONCLUSION

In real life scenarios, the correct diagnosis of a 
patient requires corroboration of various sources of 
clinical information: history, physical exam, labora-
tory studies and imaging procedures. Sometimes, the 
initial decision tree is uncertain, but it becomes clear-
er by using critical thinking on all available evidence. 
In this case, we avoided complacency by examining 
all of his symptoms in detail. When his bone pain 
couldn’t be explained by his other comorbidies, we 
proceeded with further investigation until we discov-
ered that a renal tumour with bone metastasis was 
the real culprit. Nowadays, with the appearance of 
more and more imaging modalities and various tu-
mour markers we tend to overlook the importance of 
a good history taking and the essential physical ex-
amination when reaching a final diagnosis. In some 
cases, the discovery of a malignancy can be purely 
incidental, while searching for an explanation to fit 
the patient’s clinical scenario.
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